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Attachment 4.19-B
Section 23, Page 1

MEDICAL ASSISTANCE
State NORTH CAROLINA

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICE

23. Any other medical care and any other type of remedial care recognized under State law,
specified by the Secretary.

a. Transportation.

1. AMBULANCE-
Payment to private providers will not exceed customary charges which are reasonable, based
on prevailing rates in the State. Notwithstanding any other provision, if specified these rates
will be adjusted as shown on Attachment 4.19-B, Supplement 2, Page 1 of the state plan.
Interim payment to public providers will be set at the same level as private providers and will
be cost settled to equal the cost of services provided during the fiscal period beginning July 1,
1999 through June 30, 2000, and for subsequent 12 month fiscal periods. Cost will be
determined by the Division of Medical Assistance by review of an annual cost finding in
accordance with OMB Circular A-87 and the HCFA-15 Provider Reimbursement Manual. A
statewide average cost for each type of transport will be developed and compared to the
interim payment, based on this comparison, additional payment or recovery of payment will be
made to assure that the total of payment equals cost.

2. MEDICALLY NECESSARY TRANSPORTATION OTHER THAN AMBULANCE-

(a) Unless ambulance transportation is needed as described in Rule 10 NCAC 26B .0110,
County Departments of Social Services are responsible for providing medically necessary
transportation: except, for clients who are residents of medical facilities and non-medical
facilities. Medical facilities and non-medical facilities are responsible for medically
necessary transportation for residents.

(b) Payments for medically necessary transportation shall be made in accordance with the
provisions of 42 C.F.R. 434.12, which is incorporated by reference with subsequent
changes and amendments. A copy of 42 C.F.R. 434.12 can be obtained from the Division
of Medical Assistance at a cost of twenty cents (0.20) a copy.

3.  CONTRACTS WITH PRIVATE NON-MEDICAL INPATIENT INSTITUTIONS-
The Division of Medical Assistance will enter into contracts using 42 CFR 434-12 for the
provision of medically related patient transportation to and from other health care providers for
State/County Special Assistance clients residing in domiciliary care homes.
Reimbursement is determined by the Division of Medical Assistance based on a capitation per
diem fee derived from industry transportation cost with annual inflation adjustment. The rate
may be recalculated from a cost reporting period selected by the state.
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